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November 20081130 Ali et alThis study has limitations: The patients were not ran-
domized, and this was a retrospective review. The numbers
are small, and staging was at the discretion of the operating
surgeon.
CONCLUSION
We believe that staging the NAIS is feasible, with no
added complications or untoward graft-related issues. Al-
though harvest of femoral popliteal vein graft at a separate
procedure does add another procedure, these patients un-
dergo multiple procedures as seen with patients in the
nonstaged group. Furthermore, we believe that staging
may help reduce surgeon fatigue.We therefore recommend
staging whenever possible, especially if the surgeon is not
very familiar with the NAIS.
We would like to thank Melanie Goodell for statistical
support and help with the manuscript.
AUTHOR CONTRIBUTIONS
Conception and design: AA
Analysis and interpretation: AA, VK, JE
Data collection: NM, AA
Writing the article: AA, JE
Critical revision of the article: AA, JE, MM, VK
Final approval of the article: AA, JE
Statistical analysis: AA
Obtained funding: AA
Overall responsibility: AA
REFERENCES
1. Clagett GP, Valentine RJ, Hagino RT. Autogenous aortoiliac/femoral
reconstruction from superficial femoral-popliteal veins: feasibility and
durability. J Vasc Surg 1997;25:255-66; discussion 267-70.
2. Clagett GP, Bowers BL, Lopez-Viego MA, Rossi MB, Valentine RJ,
Myers SI, et al. Creation of a neo-aortoiliac system from lower extremity
deep and superficial veins. Ann Surg 1993;218:239-48; discussion
248-9.
3. Kieffer E, Gomes D, Chiche L, Fléron MH, Koskas F, Bahnini A.
Allograft replacement for infrarenal aortic graft infection: early and late
results in 179 patients. J Vasc Surg 2004;39:1009-17.4. Naylor AR, Clark S, London NJ, Sayers RD, Macpherson DS, Barrie
WW. Treatment of major aortic graft infection: Preliminary experience
with total graft excision and in situ replacement with a rifampicin
bonded prosthesis. Eur J Vasc Endovasc Surg 1995;9:252-6.
5. Oderich GS, Bower TC, Cherry KJ Jr, Panneton JM, Sullivan TM, Noel
AA, et al. Evolution from axillofemoral to in situ prosthetic reconstruc-
tion for the treatment of aortic graft infections at a single center. J Vasc
Surg 2006;43:1166-74.
6. Seeger JM, Pretus HA, Welborn MB, Ozaki CK, Flynn TC, Huber TS.
Long-term outcome after treatment of aortic graft infection with staged
extra-anatomic bypass grafting and aortic graft removal. J Vasc Surg
2000;32:451-61.
7. ZhouW, Lin PH, Bush RL, Terramani TT, Matsuura JH, CoxM, et al.
In situ reconstruction with cryopreserved arterial allografts for manage-
ment of mycotic aneurysms or aortic prosthetic graft infections: a
multi-institutional experience. Tex Heart Inst J 2006;33:14-8.
8. Masuda EM, Kistner RL, Ferris EB. Long-term effects of superficial
femoral vein ligation: thirteen-year follow-up. J Vasc Surg 1992;16:
741-9.
9. Modrall JG, Hocking JA, Timaran CH, Rosero EB, Arko FR 3rd,
Valentine RJ, et al. Late incidence of chronic venous insufficiency after
deep vein harvest. J Vasc Surg 2007;46:520-5.
10. Wells JK, Hagino RT, Bargmann KM, Jackson MR, Valentine RJ,
Kakish HB, et al. Venous morbidity after superficial femoral-popliteal
vein harvest. J Vasc Surg 1999;29:282-9; discussion 289-91.
11. Ho P, Ting ACW, Cheng SWK. Blood loss and transfusion in elective
abdominal aortic aneurysm surgery. ANZ J Surg 2004;74:631-4.
12. El-Haddawi F, Abu-Zidan F, Jones W. Factors affecting surgical out-
come in the elderly at Aukland Hospital. ANZ J Surg 2002;72:537-41.
13. Rutherford RB, Baker JD, Ernst C, Johnston KW, Porter JM, Ahn S,
et al. Recommended standards for reports dealing with lower ex-
tremity ischemia. J Vasc Surg 1997;26:517-38.
14. D’Addio VJ, Clagett G. Surgical treatment of the infected aortic graft.
ACS surgery, principles and practice. New York, NY: WebMD Profes-
sional Publishing; 2005.
15. Clagett G. Treatment of aortic graft infection. Curr Ther Vasc Surg
2001:422.
16. Ali A, Bell C, Modrall JG, Valentine RJ, Clagett GP. Graft-associated
hemorrhage from femoralpopliteal vein grafts. J Vasc Surg. October
2005 2005;42:667-72.
17. Reilly LM, Stoney RJ, Goldstone J, Ehrenfeld WK. Improved manage-
ment of aortic graft infection: The influence of operation sequence and
staging. J Vasc Surg 1987;5:421-31.
18. Clagett GP, Valentine RJ, Ryan TH. Autogenous aortoiliac/femoral
reconstruction from superficial femoral-popliteal veins: feasibility and
durability. J Vasc Surg 1997;25:255-66; discussion 267-70.
19. Modrall JG, Sadjadi J, Ali AT, Anthony T, Welborn MB 3rd, Valentine
RJ, et al. Deep vein harvest: predicting need for fasciotomy. J Vasc Surg
2004;39:387-94.Submitted Apr 1, 2008; accepted Jun 19, 2008.DISCUSSION
Dr Thomas Naslund (Nashville, Tenn). The authors have
addressed an important negative feature of the NAIS [neoaortoiliac
system]: that being the operation is lengthy and tedious. They have
devised a staged procedure without altering the basic operative prin-
ciples. In this report, the desired result was reached in that lengthy
operative time was avoided and outcomes were not changed. Fas-
ciotomy rate is noted to be lowerwith the staged approach, butwe are
not informed of the relative incidence of prior saphenous vein harvest
in the two groups. This risk factor as well as evolving judgment in
performing fasciotomy could explain this observation.
In general, if safety is equivalent, one operation is better than
two. Furthermore, the overall efficiency of the operating room is
diminished by this staged approach consuming more operatingroom resources by creating two separate procedures. I have three
questions:
First, was there a sentinel case that resulted in the change to
utilize a staged approach? Second, have you considered an institu-
tional cost analysis? And third, have you considered cold preserva-
tion of the deep veins to allow excision and thigh closure at the first
operation and not subject the thighs to added surgery with the
second stage?
Dr Ahsan T. Ali. In regards to the first question, there was no
sentinel case. We had a patient, we had some information on him,
and he was scheduled for a NAIS on a Wednesday. The idea came
to us to harvest his veins and mobilize them on Tuesday that will
save 2 or 3 hours. I would like to emphasize that harvest of the vein
JOURNAL OF VASCULAR SURGERY
Volume 48, Number 5 Ali et al 1131by someone who hasn’t done it before can be tedious and actually
should be done a nonhurried manner.
Toanswer the secondquestion; I completely agree. I think it ismore
costly. It involvesa secondanesthesia,but theseareverycomplexpatients.
There is no simple solution. I think the hospital regards this as a very
specializedprocedure that Idon’t think there is apattern to thesepatients.Lastly, we did consider having vein completely harvested a day
before and placed in a preservation solution and just closing the
incisions permanently, but if you come up short by a centimeter or
two, you are going to be kicking yourself, that why didn’t I take the
appropriate length. I guess you can take extra length, but we have
not done that.
